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Abstract 27
Child care providers play an important role in feeding young children, yet little is known 28 about children's influence on providers' feeding practices. This qualitative study examines 29 provider and child (18 months -4 years) feeding interactions. Trained data collectors 30 observed 200 eating occasions in 48 family childcare homes and recorded providers' 31 responses to children's meal and snack time behaviors. Child behaviors initiating provider 32 feeding practices were identified and practices were coded according to higher order 33 constructs identified in a recent feeding practices content map. Analysis examined the most 34 common feeding practices providers used to respond to each child behavior. Providers were 35 predominately female (100%), African-American (75%), and obese (77%) and a third of 36 children were overweight/obese (33%). Commonly observed child behaviors were: verbal 37 and non-verbal refusals, verbal and non-verbal acceptance, being "all done", attempts for 38 praise/attention, and asking for seconds. Children's acceptance of food elicited more 39 autonomy supportive practices vs. coercive controlling. Requests for seconds was the most 40 common behavior, resulting in coercive controlling practices (e.g., insisting child eat certain 41 food or clean plate). Future interventions should train providers on responding to children's 42 behaviors and helping children become more aware of internal satiety and hunger cues. and praise have been associated with higher dietary quality (e.g., greater fruit and vegetable 77 intake) (Vollmer & Mobley, 2013) ; while their use of coercive practices such as restriction 78 and pressure to eat have been associated with poorer dietary quality (e.g., lower fruit and 79 vegetable intake, higher eating more sweet and savory snacks) and eating habits (e.g., eating 80 in the absence of hunger) (Berge, 2009; Blissett, 2011; Blissett, Meyer, & Haycraft, 2006) . 81
Studies with child care providers are limited; however, their feeding practices are thought to 82 have a similar influence on children's food intake and eating behaviors. Child care providers 83 use of enthusiastic role modeling (Hendy, 1999; Hendy & Raudenbush, 2000) and talking 84 with children about healthy foods (Gubbels et al., 2010) developed and utilized throughout the coding process. These higher order constructs were 168 used as structural codes to categorize the data (Guest, 2011) . With the codebook and the 169 definitions being used, the transcripts were systematically reviewed whereby text segments 170 were assigned to corresponding structural codes and then categorized into themes. 171
Interactions that were not relevant or useful were removed. Once organized into central 172 themes, child initiated interactions were further categorized into feeding practices that were 173 consistent with autonomy supportive practices or coercive controlling practices, based on 174 how the provider reacted to a child. Throughout the coding process, MF and AT met to 175 discuss findings and reach consensus when there were disagreements and/or when there were 176 questions about coding, by revisiting the parenting content map. Total interactions were 177 summed to calculate frequencies and percentages. Differences of interactions consistent with 178 autonomy supportive practices vs. those that were consistent with coercive control were 179 explored across different meal types (breakfast, lunch and snack times). Concepts and themes 180
were then reviewed multiple times to ensure that all of the a priori and emergent themes 181 were captured. 
Requests for Seconds 317
Many of the interactions noted stemmed from children asking for seconds (66 out of 227 318 interactions; 29%). Children often asked for seconds of a specific food (often less healthy 319 foods), while other foods (like fruits and vegetables) were still on their plate. Generally, 320 providers responded to children's requests with coercive control practices (56 out of 66 321 interactions; 85%). These specific interactions of child requests for seconds followed by 322 provider coercive control were observed primarily during lunch and less commonly during 323 breakfast or snack time (27 vs. 12 and 17 interactions, respectively). Providers often 324 pressured children to eat by insisting that children eat certain foods or clean their plates first 325 (often referred to "making a happy plate"). Provider said she will give child a sticker for finishing her milk.
Child told provider that she had some banana.
Provider: "That's good! Now eat some more!"
416
In general, no differences were observed across meal occasions between breakfast, lunch or 417 snack times with the one exception noted earlier around requests for seconds. For breakfast, 418 the providers used practices that were consistent with autonomy support 18% of the time vs. 419 16% which were consistent with coercive control. For lunch providers used practices that 420 were consistent with autonomy support 24% vs. 23% of coercive controlling practices, and 421 for snack times, 8% corresponded to autonomy supportive vs. coercive controlling practices 422 providers use are at least partially a reaction to children's behaviors. Specifically, many of 435 these interactions were initiated by children's refusals for certain foods, both verbally and 436 non-verbally, to which providers responded with a mix of autonomy supporting and coercive 437 practices. Children's acceptance of certain foods was often reinforced with autonomy 438 supporting practices such as praise, and children sometimes pointed out how well they were 439 eating as a way to elicit this praise. Children's requests for seconds were often met with 440 coercive practices as they were often asking for seconds of less healthy foods while healthy 441 ones remained on their plate. Providers also did not trust when children indicated they were 442 done eating and often used coercive, controlling feeding practices to get children to eat more. often lead providers to respond with coercive control practices such as pressure, insistence, 453 threats, and spoon-feeding. In addition, we were able to capture both verbal and non-verbal 454 refusals -this has not been done in previous studies. However, providers also responded with 455 practices consistent with autonomy support and structure such as encouragement, reasoning, 456 and modeling. This is similar to what has been observed in the parent feeding literature, 457 although the directionality remains unclear, whereby parents' use of neutral prompts, and 458 praise was significantly associated with child eating compliance whereas parental threats 459
were associated with child refusal (Orrell-Valente et al., 2007) . Because providers used 460 autonomy support and structure practices as well as coercive control practices in response to 461 child food refusals, we were able to explore the effectiveness of these different strategies. 462
Although the study was not designed to assess outcomes of these interactions, it was noted 463 that children were more likely to eat or try the target food when the provider used these more 464 responsive practices. These results seem to support current hypotheses that autonomy support 465 and structure practices, which align closely with responsive feeding, are more successful 466 strategies to promote healthy eating habits in children (Black & suggests that practices that are not consistent with supporting a child's ability to self-regulate 481 their dietary intake may in fact interfere with a child's internal cues for satiety and hunger, 482 and can therefore contribute to the development of obesity (Birch, 1999) . Interestingly, 483 providers did not typically try to assess children's hunger or fullness in these situations. 484
485
This study begins to address a clear gap in the literature around provider-child feeding 486 interactions; however, it does have certain limitations. First, the study was designed as 487
exploratory, incorporating open-ended questions into an observation protocol. To help ensure 488 some comparability across observations, the standard EPAO data collector training was 489 enhanced to clearly define the types of interactions of interest and the information and level 490 of detail that should be recorded. However, structure of these open-ended questions could be 491 improved to capture data more consistently. While not required in the original protocol, 492 capturing quotes or the back-and-forth conversation between provider and child can be very 493 informative when trying to assess the nuances that may be needed to accurately distinguish 494 between autonomy supportive and coercive controlling practices. It would also be helpful to 495 capture the outcome of the interaction (e.g., whether or not the child ate food initially 496 refused) to assess the impact of providers' feeding practices. Furthermore, it would be 497 helpful to capture repeated interactions between a provider and a specific child to see if this 498 influenced the provider's response (e.g., does the provider take a different approach when the 499 child is repeatedly refusing to eat food that day?). Additionally, this study was not designed 500 to assess child-level factors such as temperament, which may also influence providers' use of 501 different feeding practices. In spite of these limitations, this study represents an important 502 step toward understanding provider-child feeding interactions. 503
504
These findings point towards several notable bilateral associations between feeding practices 505 and child behaviors, offer useful qualitative data for hypothesis generation, and identify 506 several provider behaviors that could be targeted in future intervention studies. We found that 507 a child's response to food as well as their satiety cues influence what feeding practices a 508 provider may in turn elicit. Future studies should try to capture these child-provider feeding 509 interactions in a systematic way and assess the extent to which they are associated with child 510 dietary intake and child weight status. In addition, these studies should also take into account 511 a child's individual eating behavior such as food responsiveness or food fussiness which may 512 problematic feeding behaviors were also identified that highlight the need for better provider 515 training on how to respond to children's food refusals and how to help children become more 516 responsive to their internal cues of satiety and hunger (Rosenthal, Crowley, & Curry, 2013) . 517
Although there is some evidence that training in nutrition practices may result in improved 518 center policies and increased provider knowledge (Alkon et 
